CASES of pancreatic calculus are undoubtedly rare, and so few operations for the removal of a pancreatic stone have been recorded that I venture to bring the following case before this Section:-The patient was a female, aged 40, whom I saw in consultation with Dr. Edwards, of Harrow, in September, 1910. She stated that she had suffered from aneemia when young, and had been liable to headaches from her earliest recollections. At the age of 18 (1888) she first began to suffer from attacks of pain in the epigastrium. The attacks used to come on immediately after food, the onset was sudden, and the pain so severe that the patient had to be carried upstairs and put to bed. The pain usually lasted about two hours and was not accompanied by vomiting. After the pain subsided the patient felt quite well. These symptoms continued for seven or eight years; after that time the attacks became less frequent, in fact, for a period of two years she was free from pain. Then the attacks of pain recurred, similar in nature, but more frequent. Sometimes there would be two attacks in a day, while at other times the pain would recur every day for a week. About ten years ago she had a severe attack which lasted eighteen hours, and was accompanied by jaundice. The patient stated that after a bad attack of pain she used to pass a large quantity of dark blood per rectum, and often felt faint.
He found her suffering from severe epigastric pain and tenderness, for the relief of which morphia had to be administered hypodermically. The pain continued off and on for a fortnight. There was no jaundice, but he regarded the symptoms as " unequivocal of a stone in the cystic duct." He attended her from time to time for similar attacks, and in 1903 noticed that there was cardiac irregularity associated with gastric dilatation. In 1905 she suffered from occasional slight colic, more or less persistent pain referred to the right costal margin and' epigastric tenderness. In 1906 Dr. Edwards noted vomiting, epigastric tenderness, and cardiac irregularity. During 1907 most of the attacks were accompanied by vomiting. From 1907 until July, 1910 , the patient was much better, though still suffering from constantly recurring pain and discomfort, always referred to the epigastrium and right hypochondrium. On July 23, 1910, she had severe colic accompanied by vomiting, and she became jaundiced. Dr. Edwards concluded that the stone had reached the common bile-duct, and urged operation, as he had already frequently done, but the patient refused. The jaundice continued until the middle of September, with occasional attacks of pain and sickness, when she consented to submit to operation. She was then deeply jaundiced, the gall-bladder was distinctly enlarged, and could be easily felt extending 2 in. below the costal margin. As the symptoms seemed to point so clearly to the presence of gall-stones there is no information as to the nature of the stools, or as to the condition of the urine.
On September 24, 1910, the abdomen was opened by a vertical incision through the right rectus. The gall-bladder was distended. This was aspirated, and several ounces of bile drawn off. There were no stones in the gall-bladder, but on examining the bile-ducts with the finger in the foramen of Winslow a stone was felt which was thought to be lodged in the common duct. It was fixed with the left forefinger and thumb, but as the duodenum was obviously covering the stone I decided to enlarge the incision in the abdominal wall so as to render it more accessible. After doing this I failed to find the stone, although the common bile-duct, stomach, duodenum, and upper part of the jejunum were carefully examined. It did not bccur to me that the stone might be in the pancreatic duct. Hoping that the stone had been pushed into the duodenum, I decided to close the abdoinen, inserting a tube into the gall-bladder. The recovery was uneventful, the jaundice rapidly disappeared, and the wound healed. At the end of six weeks the patient returned home, and the same day she was suddenly seized with pain and vomiting, and very soon became jaundiced. The attack lasted twenty-two hours. The gallbladder became distended, and subsequently the scar broke down and a large quantity of bile escaped. The jaundice subsided, and bile continued to drain fromn the gall-bladder. On November 7 the abdomen was re-opened and the gall-bladder separated from the parietal peritoneum. The stone was at once felt in its original situation, lying behind the second part of the duodenum. It was fixed with left forefinger and thumb, and the peritoneum divided on the outer side of the duodenum. The duodenum was raised up and displaced towards the left side. After carefully tearing through some pancreatic tissue the duct was exposed, and an incision made in the wall through which the stone was easily removed, when some clear fluid, obviously pancreatic fluid, escaped. The opening in the duct was closed by three fine silk sutures. Two drainage-tubes were introduced, one into gall-bladder, and one towards the outer edge of the duodenum. The gall-bladder was sutured to the parietal peritoneum, and the abdominal wound closed. The patient made an uninterrupted recovery and there was no leaking from the sutured duct. I.have lately seen the patient; she is in good health, and has had no pain since the second operation. The stone is globular, grey in colour, irregular on the surface and mieasures 12 mm. in diameter.
Composition of the Stone.-Dr. Kellas, who has kindly examined the stone, writes: "I have investigated the pancreatic calculus left with me and find that the outside of it consists of fairly pure cholesterol with a trace of an iron compound. There may be a trace of fat present as well." The interior has not been examined, but the skiagram shows that it contains a nucleus more resistant to X-rays than the exterior. The symptoms in this case are similar to those noted in the previous cases recorded-viz., colic, simulating gall-stone colic, only less severe in character, unattended by jaundice, occasional sickness, and epigastric pain. The right-sided nature of the pain in this case was distinctly misleading. It must have been the misfortune of most surgeons to undertake an operation for gall-stones and, on opening the abdomen, find the gallbladder devoid of calculi. Had this stone not been fixed in the ampulla I do not expect it would have been detected. In such cases it is well to bear in mind the possibility of the presence of a pancreatic stone, and the close resemblance between the symptoms caused by pancreatic calculi and gall-stones.
Operations for removal of pancreatic calculi have been recorded in this country by Sir Alfred Pearce Gould, Mr. Moynihan, and Mr. Mayo Robson. In Sir Alfred Pearce Gould's case' several stones were removed from the duct of Wirsung by an incision through the head of the pancreas. Mr. Moynihan2 diagnosed and removed a stone through the duodenum and Mr. Mayo Robson3 removed four stones, one from the duct of Wirsung, one from the duct of Santorini, by incisions in the head of the pancreas, and two through the duodenum.
Mr. Mayo Robson, in his Hunterian Lectures, mentions the method I adopted in this case as a possible route by which to reach Trans. Clin. Soc. Lond., 1899, xxxii, pp. 59-63. a pancreatic stone, but I have not been able to find a similar operation recorded, and it appears to me that where the calculus is lodged near the ampulla, it is preferable to remove the stone by separating the duodenulmi, and displacing it to the left rather than by an incision in the anterior wall of the duodenum.
DISCUSSION.
The PRESIDENT (Mr. Clinton T. Dent) remarked that such cases were rare, and it would be very interesting if any Fellow who had had experience of such, either on the operating table or in the post-mortem room, would relate it.
Dr. P. J. CAMMIDGE agreed that cases of pancreatic calculi were very rare. Oser, when he wrote the article on the Pancreas in Nothnagel's "Encyclopeedia of Medicine," in 1903, found seventy cases recorded, and probably the total number of cases reported to date did not exceed eighty. In the cases which Mr. Murray mentioned as having occurred under the care 'of Mr. Moynihan and Mr. Mayo Robson, he (the speaker) had the opportunity of examining the fieces and urine of both. In each case the urine gave a well-marked pancreatic reaction, and contained large numbers of calcium oxalate crystals. The fieces also showed evidence of marked pancreatic insufficiency, and those two points taken together helped to confirm the diagnosis of pancreatic calculus. The chief difficulty was to differentiate a pancreatic calculus from one in the common bile-duct. If a pancreatic calculus lodged in the ampulla of Vater, as it had in this case, and had apparently been there for a considerable time 4or it was covered with a shell of cholesterin-the diagnosis, he contended, was practically impossible to make, by chemical means at any rate, although it was likely that if a skiagram had been taken at the time some suggestion might have been made as to it being denser than ordinary gall-stone. Still, when a stone was lodged in the lower part of the common bile-duct there were symptoms by which it could be distinguished from a stone which was only present in the pancreatic duct. One of the most important, in his experience, was that when there was a stone floating or only partly impacted in the common duct there was nearly always an exceedingly well marked reaction on testing for urobilin in the urine. In two cases where he had examined the urine for pancreatic calculi there was no urobilin at all. This might be a useful point to remember in making a diagnosis. Another point that might help in the diagnosis was the examination of the stools. All experimental evidence tended to show that pancreatic calculi were formed as the result of inflammatory changes in the pancreas, causing collections of material on which lime salts crystallized out, and that being so, one usually found that a person who had a pancreatic calculus had his pancreas rather extensively fibrosed, and therefore the digestive fluids of the pancreas poured into the intestine were defective. On examining the faeces in such a case of sclerosis of the pancreas, one found an excess in total fats, and the greater part of these fats was usually unsaponified-i.e., it had not been digested. If there, was a gall-stone in the common bile-duct, and there was not advanced sclarosis of the pancreas, then, although there was an excess of fat in the stools, yet when one separated it out, the excess of fat in that case consisted of saponified fat, because the pancreatic juice had digested the fat, but the fat had not been absorbed because the bile which was necessary for its complete absorption had been defective in amount. Another reason was, probably, that gall-stones were, after all, only a secondary result of a chronic intestinal catarrh, and when that was present there was not as complete absorption as there should be, and there was an excess of saponified fat in the stool. Another point was that in several cases of pancreatic calculus described, irregularity of the heart's action had been noted. This was an interesting observation in connexion with the fact that in many cases of pancreatic cirrhosis a large amount of calcium salts was found in the urine, and it was known that the action of such salts upon the heart muscle was to produce a steadying of the beat.
Mr. BETHAM ROBINSON said that an important point surgically was the likeness between the present case and those in which a stone was present in the common bile-duct or in the ampulla of Vater. Those who had had experience of cases of calculus in the ampulla of Vater would agree as to the difficulty of diagnosis; in fact, if there were a stone in the ampulla of Vater which blocked the common duct and pancreatic duct it would, he thought, be impossible to say from which duct it had come. Again, there might be a pancreatic calculus which was in the terminal part of the duct of Wirsung and which, by pressure, blocked the common bile-duct. A point of clinical interest concerned the X-ray investigation. As there were more lime salts in pancreatic calculus, a shadow would be a useful guide. And still another point was, that if 'the calculus were of biliary origin the presumption would be that instead of having a dilated gall-bladder that viscus would be contracted, owing to the previous gall-bladder trouble. In the case related the gall-bladder was reported to be very dilated, which would be due to the pressure on the end of the common bile-duct from the pancreatic calculus or swollen head of the gland.
